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Introduction
In the United States, interest in the

Canadian health care system is wide-
spread.1-3 A large percentage of the US
public favors extensive health care re-
form.4 Proposals for reform have some-
times drawn heavily on the Canadian
model,5 although this model has been
viewed with skepticism by others.6-8 Such
skepticism has been fueled by signs of in-
creasing stress within the Canadian sys-
tem in recent years. Rising costs, efforts at
cost control in the face of increasing ben-
efits, and stagnant or depressed earnings
among physicians have placed the Cana-
dian health care system in jeopardy.9-12

Analytical comparisons between the
US and Canadian health care systems can
sometimes exclude the human side of the
equation.3-14 Given the close proximity
of Canada to the United States, a sizable
number of health professionals have had
direct experience as providers in both sys-
tems. These physicians have a unique per-
spective that should be of particular inter-
est to those seeking insights into methods
of health care delivery. Yet the literature
on the subject to date has been limited.15-'7
The current study takes this inquiry a step
further.

Methods

Using the 1987 Canadian Medical Di-
rectory, we identified all Canadian physi-
cians (488) who had graduated from US
medical schools. The use of an older di-
rectory allowed for a minimum number of
years of professional experience in Can-
ada. A similar-sized group (533) of grad-
uates of Canadian medical schools now
practicing in the United States was gath-
ered by identifying the first Canadian med-
ical school graduate on every fifth page of

the 1988 American Medical Association
Directory. (There are about 17 times more
Canadian-graduated US physicians than
US-graduated Canadian physicians; each
group represents roughly 1% of its respec-
tive work force.) Addresses for both
groups were then updated, using the 1990
directories for both countries. We sought
to identify physicians who had had direct
professional experience in both the United
States and Canada, without a requirement
as to original country of residence. The
respondents thus included individuals
with a variety of backgrounds and in-
cluded both Canadian and US citizens
who attended medical school outside their
own country, some ofwhom stayed on to
receive further medical training or to prac-
tice medicine before returning to their own
country.

Questionnaires were mailed to 813
physicians so identified for whom current
addresses were available. Questionnaires
proved deliverable to 702 physicians (355
Canadian and 347 US) and 414 were re-
turned, 232 (65%) from Canadian physi-
cians and 182 (54%) from US physicians
(overall response rate, 59%).

Results
Of the 414 respondents, 256 (62%)

obtained additional professional training
(intemships, residencies, and/or fellow-
ships) in the same country as their medical
school. Further, 147 respondents (36%)
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practiced medicine in both countries after
medical training, averaging 10.43 years of
experience in the Canadian system and
10.98 years in the US system. We will
refer to this group as "dual experience"
physicians.

Men made up 76% of the sample and
women 20% (4% did not report their sex).
The respondents were predominantly
(88%) White. Five percent were Black,
Asian, or Hispanic (7% did not report their
race/ethnicity). Age was reported in 10-
year increments. The predominant age
group was 40 through 49 years of age, es-
pecially in the Canadian sample, where
49% of all respondents fell into this age
group.

Respondents were divided into two
groups. "Primary care providers" in-
cluded those practicing in nonsurgical ar-
eas of medicine that traditionally provide
primary care services the majority of the
time: general practice, family practice, pe-
diatrics, and internal medicine (including
geriatric medicine). All others were clas-
sified as "non-primary care specialists."
The sample consisted of 166 (40%) pri-
mary care physicians and 234 (57%) non-
primary care specialists (3% did not report
their field of practice).

The questionnaire focused on global
measures of satisfaction with the respon-
dents' professional experience in each
country. Respondents were asked: Over-
all, how would you rate your level of
satisfaction with your experience as a
practicing physician? As a practicing phy-
sician, how satisfied are you with the fi-
nancial compensation foryourwork? As a
practicingphysician, how satisfied areyou
with the quality of medicine you have
been able to practice? Separate answers
were given for each system. Additional
questions addressed the impact of cost
containment measures and asked each
physician to compare the two systems di-
rectly, using a single overall rating. For
dual-experience physicians, an additional
question asked for the reasons they had
left their first country ofpractice. Respon-
dents were invited to expand on their re-
sponses with additional narrative.

The 147 dual-experience physicians
were of greatest interest; except where
noted, all results were drawn from this
group, which consisted of 75 Canadian
physicians and 72 US physicians. Table 1
summarizes the reasons members of this
group left their first country of practice;
Table 2 compares the answers of the Ca-
nadian and US dual-experience physi-
cians to the global satisfaction questions.

Physicianswho had left Canadawere
significantly more likely than their US
counterparts to express dissatisfaction
with the health care system as a reason for
leaving (P < .05; financial compensation,
P < .001). Nearly half (48%) ofthose who
had left the United States did so for strictly
personal reasons unrelated to their expe-
rience with the US health care system
(most commonly employment opportuni-
ties).

Physicians' expressions of satisfac-
tion with their professional experience in
their current country were significantly
better than ratings of that country by phy-

sicians who had left (P < .05), with the
exception of Canadian physicians' ex-
pressions of satisfaction with the financial
rewards of both systems, which were es-
sentially equal. Further dividing the Table
2 sample into those expressing dissatisfac-
tion with the health care system and those
giving only personal reasons (unrelated to
the health care system) for switching
countries showed that those with strictly
personal reasons rated their initial country
more highly than those expressing dissat-
isfaction.

Specialists in both countries indi-
cated levels of satisfaction equal to or
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governmental outpatient programs began
in the mid-1960s and were in place in all

provinces by 1972.) The second group had
the chance to experience the more recent

strains on the Canadian system as well as

the institution of diagnosis-related groups
in the United States.

When results from these subgroups
were compared with those of the entire
dual-experience group, only two impor-

tant differences were seen. Among US
physicians who left Canada sometime af-
ter 1970, mean values for overall satisfac-
tion with the Canadian system as well as

for quality of care and financial compen-
sation in that system were somewhat
lower thanvalues in the entire group ofUS
dual-experience physicians. In the sub-
group of US physicians who had left Can-
ada after 1980, a similar drop in mean val-
ues was seen regarding the level of
compensation in Canada. All other fluc-
tuations in mean values were minimal.
Overall, the differences shown in Figure 1
were not substantially altered when we

focused on physicians with more up-to-
date experience in both systems.

Commen

higher than those of primary care physi-
cians. US physicians, both primary care

physicians and specialists, were more sat-
isfied with their earning ability in the
United States than with their previous
earning ability in Canada. Canadian spe-

cialists were more satisfied with levels of
compensation in the United States than in
Canada, but to a lesser degree than their
US counterparts, whereas Canadian pri-
mary care physicians expressed essen-

tially equal satisfaction with their income
in both countries.

Regarding the effect of cost contain-
ment measures on their ability to practice,
both Canadian and US physicians indi-
cated only a slight to moderately negative
impact. There was no statistically signifi-
cant difference between the two groups,
except that Canadian specialists viewed
US efforts at cost containment more neg-
atively than did US specialists (P < .05).

Juxtaposed against the preceding
data, the answers to the question "How
would you rate the Canadian and US
health systems in comparison to each oth-
er?" were unexpected. Each group again

favored its current country, with the ex-

ception that US physicians who had left
Canada for strictly personal reasons rated
the Canadian system slightly better. The
strength of response, however, was sig-
nificantly different. For this question, re-

sponses given on a 7-point scale (1 = US
system better, 7 = Canadian system bet-
ter) were subtracted from the question's
neutral rating of 4. The absolute net value
of this calculation is seen in Figure 1,
which demonstrates, in an overall sense,

the strength of dual-experience physi-
cians' rating of their current country over

their previous one: Canadian physicians'
rating of theirown systemwas three times
greater in strength than US physicians'
rating oftheUS system (P < .01). Among
all respondents, the Canadian physicians'
rating of their current system was more

than four times greater in strength than the
US physicians' rating of the US system
(P < .01).

It is useful to further divide the dual-
experience group based on the time period
in which practice experience occurred:
those who, at least in part, practiced in
both countries between 1970 and 1980
(n = 112) and those whose practice expe-
rience in both countries included years af-
ter 1980 (n = 99). The first group had the
opportunity to experience the US Medi-
care and Medicaid programs begun in the
mid-1960s as well as Canada's shift to its
provincially based system, which was

complete by 1972. (Most governmental
programs for hospital coverage in Canada
began in the late 1950s and were in place
by the mid-1960s in all provinces; most

As an important information source,

physicians who have had direct profes-
sional experience in both Canada and the
United States have been underutilized.
These individuals have been "in the
trenches" on both sides of the border and
have seen how each system works on a

day-to-day basis. Their input is a valuable
addition to more theoretical analyses. In
identifying every US-graduated Canadian
physician and a similar-sized sample of
Canadian-graduated US physicians, we

sought to harness the real-life perspective
of these unique groups.

These groups may not be represen-

tative of all Canadian orUS physicians. In
addition, the respondents were self-se-
lected and may not be the same as non-

respondents. An analysis of respondents
to the first and second mailings provides
some information on this issue, since ini-
tial nonrespondents became part of the
second group of respondents. We used
simple t tests to compare all measures for
these two groups. Only one of 16 compar-
isons was significant; this was approxi-
mately the number of differences ex-

pected on the basis of chance alone at
P = .05. Respondents to the first mailing
rated the US system significantly more

highly than did second-mailing respon-
dents. If such a difference is real, subse-

quent mailings to nonrespondents would
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only be expected to strengthen the results
we obtained. Thus there is little reason,
based on the data themselves, to suspect
that if more opinions from nonrespon-
dents were included, different conclusions
would be reached.

The evolution of Canada's single-
payer systemwas associatedwith protests
from physician groupswho feared govern-
mental involvement. Those less enam-
ored of the radical changes occurring in
Canadian health care may have been more
likely to leave when the opportunity
arose. Thus, on the one hand, we ex-
pected the results summarized in Table 1:
physicians who chose to leave Canada
more commonly expressed dissatisfaction
with the system as a reason for leaving
than did their counterparts who left the
United States. Yet levels of satisfaction
with theircurrent countrywere essentially
equal: Canadian physicians were gener-
ally as satisfied with their professional
experience as were US physicians, and
they were reasonably satisfied with their
financial rewards (Table 2). Further, not-
withstanding the knowledge that their in-
come would be greater in the United
States, Canadian specialists in our sample
expressed relative contentment with their
practices as measured by levels of overall
satisfaction and satisfaction with the qual-
ity ofmedicine they are able to practice. In
both cases these indicators were equiva-
lent to those of US specialists.

The most unexpected result was the
relativelyweak rating oftheUS systemby
US dual-experience physicians (Figure 1).
We had expected a stronger rating of the
US system by these US physicians as
compared with the rating of the Canadian
system by Canadian physicians, both be-
cause dissatisfaction with the health care
systemwas more commonly expressedby
physicians leaving Canada for the United
States and because financial remuneration
in the United States is greater. In this sur-
vey, the opposite proved the case. This
result is not clearly explained by the global
measures of satisfaction previously de-
scribed, but it is partly accounted for by
the fact that among physicianswhomoved
from one country to the other for strictly
personal reasons, current US physicians
rated Canada slightly better while Cana-
dian physicians strongly favored Canada.
Although both US and Canadian physi-
cians were reasonably and equally satis-
fied with their current practices, a compi-
lation of solicited comments from the
current survey offers some potential clues
to explain the results summarized in Fig-
ure 1.

Three issues were most often raised
in the respondents' comments: access to
care, administrative responsibilities, and
medical malpractice. These issues were
consistent with previously acknowledged
strong points within the Canadian sys-
tem.2'3 The need for better access to care
in the United States, a widely discussed
issue in the current literature,18,19 was by
far the most common concern expressed.
It appeared that once physicians had ex-
perienced the positive effects of universal
access (in Canada), it was difficult to ac-
cept their absence (in the United States).
Universal accesswas seen as a major ben-
efit not only to the patient but to the prac-
titioner, who no longer needed to worry
about the patient's ability to pay in deter-
mining a course of action.

The inefficient paperwork jungle
common to US health care2,21 was con-
trasted with the simplified administrative
tasks of the Canadian system. Although
the comments indicated that administra-
tive requirements were increasing in Can-
ada, Canada's provincially run, single-
payer system remained extraordinarily
simple compared with the US system. Al-
though respondents were often concemed
with the administrative overload in the
United States, there was essentially no
call for a single-payer system. Rather, the
overall sentiment was in favor of main-
taining a public-private insurance struc-
ture but with sufficient changes to de-
crease the administrative burden.

Medical malpractice was seen as a
serious issue in both countries. The num-
ber of lawsuits has increased in both Can-
ada and the United States. Canadian phy-
sicians expressed concern with the trend.
Yet for dual-experience physicians the
problems with medical malpractice in
Canada paled in comparison with those in
the United States. Even today, "Canadi-
an physicians are only one fifth as likely to
be sued for malpractice as their American
counterparts.2"2

Nevertheless, it should be empha-
sized that physicianswho left Canadawere
clearlymore satisfiedwith their practices in
the United States than in Canada. Their
responses should not be construed as a call
for the "Canadianization" ofthe US health
care system. Rather, the message was that
the United States should seek to learn from
the successes of others. Instead of being
the experimenter, the US system can take
what hasworked elsewhere and combine it
with its own many strengths. Examples of
how this might be done may come from
Canada, from other countries,2>-5 or from
within our own countiy.yi'r

The weak rating of the US system by
US dual-experience physicians can rea-
sonably be interpreted as a call for a more
careful analysis and probable reform of at
least certain aspects of the US system,
including issues of access, administrative
burdens, and malpractice costs. The data
gathered in this study, especially consid-
ering the generally conservative nature of
physicians as a group, emphasize the need
for change in the way health care is pro-
vided in the United States. [
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